Background {#Sec1}
==========

Breast cancer is the most prevalent cancer among women, and is the second leading cause of cancer-related deaths. Molecular alterations are known to affect cancer occurrence and metastasis, which has led to the development of hormonal therapy that targets the estrogen receptor (ER), progesterone receptor (PR), or human epidermal growth factor type 2 (HER-2). However, up to 20% of patients with breast cancer experience disease progression and death, which highlights the need for more effective therapy \[[@CR1]\].

The efficacy of immunotherapy is clear for immunogenic tumors, such as malignant melanoma, non-small cell lung cancer, and urothelial carcinoma. Furthermore, programmed cell death protein-1 (PD-1) and programmed cell death-ligand 1 (PD-L1) may be useful molecules for targeted immunotherapy. PD-1 is a co-inhibitory receptor that belongs to the CD28/CTLA-4 family, and serves as a negative regulator of the immune system by inhibiting the function of T-cells in local tissues \[[@CR2], [@CR3]\]. PD-L1 (also known as CD275 and B7-H1) is one of the PD-1 ligands and is expressed in tumor cells. The interaction between PD-L1 and PD-1 affects the antitumor immune response and leads to tumor cell proliferation and metastasis \[[@CR4], [@CR5]\]. Although breast cancer has not been traditionally considered an immunogenic tumor, several studies have suggested that patients with breast cancer exhibit a defect in their immune response \[[@CR6], [@CR7]\]. Furthermore, cases of triple-negative breast cancer (TNBC) or basal-like breast cancer exhibit prominent infiltration of inflammatory cells, which suggests that an altered immune pathway plays a role in tumorigenesis.

Several previous studies have evaluated the role of PD-L1 as a prognostic marker. For example, Zhang et al. evaluated patient with 12 types of epithelial-originated cancers (e.g., breast cancer, cervical cancer, and renal cell carcinoma), and found that PD-L1 positivity was associated with poorer overall survival (OS), compared to PD-L1 negativity \[[@CR8]\]. However, several other studies have reported conflicting results \[[@CR9], [@CR10]\]. Moreover, regarding the prognosis and PD-L1 immunohistochemical expression in breast cancer, only a data from a single center is available, but those data also provided inconsistent results \[[@CR11]--[@CR16]\]. Therefore, the present meta-analysis aimed to investigate PD-L1 expression in breast cancer and its associations with clinicopathological factors and outcomes. This information may help determine whether PD-L1 expression is a useful prognostic marker.

Methods {#Sec2}
=======

Literature search and selection criteria {#Sec3}
----------------------------------------

On April 1, 2016, we searched several international databases (Medline Ovid, Cochrane, PubMed, Google Scholar and Web of Knowledge) using the following terms: 'breast cancer or breast carcinoma', 'PD-L1 or B7-H1', and 'prognosis'. Two independent researchers (JSK and HMK) reviewed the search results. The inclusion criteria were: (1) studies that evaluated the prognostic or clinicopathological significance of PD-L1 expression in patients with breast cancer, and reported at least one survival-related outcome (disease-free survival \[DFS\], OS, or survival rates calculable using the article's data); (2) studies that used an anti-PD-L1 antibody for the immunohistochemistry; and (3) the specimens were obtained using core needle biopsy or from the postoperative specimen. The exclusion criteria were: (1) studies that included patients who had received neoadjuvant chemotherapy; (2) studies that included \<50 cases; and (3) studies that were not published in English. The whole text was reviewed when the report fulfilled the inclusion criteria. In cases of disagreement, the reviewers discussed the report and tried to reach a consensus. A third researcher was consulted to provide a final opinion in cases where a consensus could not be reached.

Data collection {#Sec4}
---------------

Data extraction was performed according to the Cochrane guidelines. The following variables were extracted for the present meta-analysis: first author's name, publication year, patients' nationality, number of patients, trial design, mean age, clinicopathological parameters, PD-L1 positivity, study end-points (DFS and/or OS), and hazard ratios (HR) and 95% confidence intervals (CI). All included studies indicated that written informed consent had been obtained from the included patients.

Statistical analysis {#Sec5}
--------------------

Q statistics from the chi-square test were used to evaluate the presence of heterogeneity. However, as Q statistics are not very powerful for evaluating heterogeneity, a higher significance level is used to compensate for the low power of the test \[[@CR17]\]. The study effects were tested using a random-effect model if the *p*-value from the Q statistic was \<0.1 and a fixed-effect model was used if the p-value was ≥0.1. The I^2^ value was also used to evaluate heterogeneity; I^2^ is defined as 100% × (\[Q -- df\] / Q), and ranges between 0% (minor heterogeneity) to 100% (severe heterogeneity), where df = (the number of studies -- 1). The standard cut-off values for I^2^ are 25% (low), 50% (moderate), and 75% (high) \[[@CR18], [@CR19]\]. For our analyses, we reported relative risks (RRs) with 95% CIs for the clinicopathological factors, and HRs with 95% CIs for DFS and OS. Publication bias was assessed using a funnel plot and Egger's test. Begg's test was not considered for the analysis, as it has a very low power for detecting bias in a small sample of studies \[[@CR20]\]. All analyses were performed using Comprehensive Meta-Analysis software (version 2.0; Biostat Inc., Englewood, NJ) and R software (version 3.2.2; <http://www.r-project.org>).

Results {#Sec6}
=======

Characteristics of the included studies {#Sec7}
---------------------------------------

Thirty-two studies were identified from literature search and 17 studies were excluded after title and abstract reviewed. Nine studies were excluded for not meeting the inclusion criteria. Finally, this meta-analysis included 6 studies and 7877 cases \[[@CR11]--[@CR16]\] (Fig. [1](#Fig1){ref-type="fig"}). The primary characteristics of the included studies are presented in Additional file [1](#MOESM1){ref-type="media"}. Table [1](#Tab1){ref-type="table"} and Table [2](#Tab2){ref-type="table"} show the basic characteristics and clinicopathologic parameters of the included studies. The reports were published between 2007 and 2016, and included patients from China, Brazil, England, Switzerland, Korea, and Saudi Arabia. In 3 of the 6 studies, molecular genetic subtypes were analyzed. However, among the 4578 cases included, 2490 cases were luminal A type, 1001 cases were luminal B type, 260 cases were HER-2 type, and 827 cases were TNBC type, showing a high heterogeneity.Fig. 1Flow chart of the literature search and study selection Table 1Main characteristics of the studies included in this meta-analysisStudyCountryNumber of patientIHC evaluationCutoff value for PD-L1 positivePositive cell (Tumor vs. immune)HR for DFSLL for DFSUL for DFSHR for OSLL for OSUL for OSQin T (2015)China870Percentage≥5%tumor1.5031.0912.0712.2621.5983.203Baptista M (2016)Brazil192Allred score≥4tumor0.840.391.830.30.090.94Ali HR (2015)England5763N/AN/Atumor and immuneN/AN/AN/AN/AN/AN/AMuenst S (2014)Switzerland650H-score≥100tumorN/AN/AN/A4.433.4245.731Park IH (2016)Korea333H-scoreN/Aimmune1.210.562.622.080.865.04Ghebeh H (2007)Saudi Arabia69N/AN/AtumorN/AN/AN/AN/AN/AN/A Table 2Clinicopathologic parameters of the studies included in this meta-analysisStudyRaceAgeTumor size (2 cm ≤)Tumor size (\>2 cm)HG1HG2HG3LN (−)LN (+)ER (+)ER (−)PR (+)PR (−)HER-2 (+)HER-2 (−)KI-67 ≤ 14KI-67 \> 14Qin T (2015)Eastern Asianmedian 47 (21-84)282573733849542744363024061725318852123440Baptista M (2016)N/AN/A5713233^a^136621279483898825150N/AN/AAli HR (2015)N/AN/A27392741896227021012823252730861298N/AN/A6723805N/AN/AMuenst S (2014)N/Amedian 64 (27-101)181469143259248355294457191N/AN/A129519118525Park IH (2016)N/Amedian 47 (28-78)191125N/AN/AN/A199117HR^b^ (+) 176HR^b^ (−) 140HR^b^ (+) 176HR^b^ (−) 140102209155157*HG* histologic grade, *LN* lymph node metastasis, *N/A* not applicable, *HR* hormonal receptor^a^The histologic grade was classified as 1/2 and 3 in the study^b^Hormonal receptor (+) was defined as ER (+) or PR (+) and hormonal receptor (−) was defined as ER (−) and PR (−) in the study

Most of the studies used a cross-sectional design to investigate PD-L1 expression in breast cancer, and univariate analyses to evaluate DFS and OS. Every study evaluated PD-L1 expression using immunohistochemistry, and most studies used a polyclonal rabbit anti-PD-L1 antibody (Abcam, Cambridge, MA). Four studies evaluated PD-L1 expression in tumor cells, 1 study evaluated immune cells (lymphocytes), and one study evaluated both tumor and immune cells. The positive cut-off values for the immunohistochemistry varied between the studies, with some studies evaluating the proportion of cells with positive staining, and other studies using the H-score and Allred score to evaluate both staining intensity and staining percentage.

Associations of PD-L1 expression with clinicopathological parameters {#Sec8}
--------------------------------------------------------------------

The included studies evaluated various clinicopathological parameters, such as tumor size (≤2 cm vs. \>2 cm), histological grade (1--2 vs. 3), lymph node metastasis, ER status, PR status, HER-2 status, Ki-67 labeling index, and molecular subtype (non-TNBC vs. TNBC). The studies all evaluated different cell populations for positive PD-L1 expression. Therefore, we analyzed PD-L1 positivity in all cells (tumor and immune cells) and in only tumor cells.

PD-L1 expression in tumor and immune cells {#Sec9}
------------------------------------------

Higher PD-L1 expression in all cells was associated with higher histological grade and lymph node metastasis. The pooled RR for higher histological grade was 1.87 (95% CI: 1.49--2.36, Z = 5.32, *p* \< 0.001; Fig. [2a](#Fig2){ref-type="fig"}), and the fixed-effect model was used because of the low heterogeneity (I^2^ = 0%, *p* = 0.53). The pooled RR for lymph node metastasis was 1.68 (95% CI: 0.97--2.91, Z = 1.85, *p* = 0.06; Fig. [2b](#Fig2){ref-type="fig"}). Tumor size, ER status, PR status, HER-2 status, Ki-67 labeling index, and molecular subtype (non-TNBC vs. TNBC) were not significantly associated with PD-L1 expression in all cells.Fig. 2Forest plots of studies that assessed the association between PD-L1 and clinicopathological factors in all cells. **a** Histological grade. **b** Lymph node metastasis

PD-L1 expression in only tumor cells {#Sec10}
------------------------------------

Higher PD-L1 expression in only tumor cells was associated with larger tumor size (pooled RR: 1.89, 95% CI: 1.09--3.27; Fig. [3a](#Fig3){ref-type="fig"}), ER negativity (pooled RR: 0.26, 95% CI: 0.09--0.72; Fig. [3b](#Fig3){ref-type="fig"}), PR negativity (pooled RR: 0.27, 95% CI: 0.08--0.94; Fig. [3c](#Fig3){ref-type="fig"}), HER-2 positivity (pooled RR: 1.52, 95% CI: 1.06--2.18; Fig. [3d](#Fig3){ref-type="fig"}), and TNBC (pooled RR: 4.61, 95% CI: 1.08--19.63; Fig. [3e](#Fig3){ref-type="fig"}). Most variables were assessed using a random-effect model, although a fixed-effect model was used for HER-2 status because of its low heterogeneity (I^2^ = 0%, *p* = 0.80). Histological grade, lymph node metastasis, and Ki-67 labeling index were not significantly associated with PD-L1 expression in only tumor cells.Fig. 3Forest plots of studies that assessed the association between PD-L1 and clinicopathological factors in tumor cells. **a** Tumor size. **b** Estrogen receptor status. **c** Progesterone receptor status. **d** Human epidermal growth factor receptor 2 status. **e** Molecular subtype

Effect of PD-L1 expression on survival (DFS and OS) {#Sec11}
---------------------------------------------------

PD-L1 positivity in all cells was associated with poorer DFS, compared to PD-L1 negativity, although there was no significant difference in OS. The combined HR for DFS was 1.36 (95% CI: 1.03--1.79, *p* = 0.03; Fig. [4a](#Fig4){ref-type="fig"}), and low heterogeneity was detected in the included studies (*P* = 0.38, I^2^ = 0%). The combined HR for OS was 1.908 (95% CI: 0.91--4.00, *p* = 0.09; Fig. [4b](#Fig4){ref-type="fig"}), although significant heterogeneity was detected in the included studies (*p* \< 0.001, I2 = 89%). When we re-performed the analysis after excluding the study by Baptista et al. \[[@CR11]\], the combined HR for OS was 2.93 (95% CI: 1.69--5.09, *p* \< 0.001) and significant heterogeneity was detected in the included studies (*p* = 0.005, I^2^ = 81%), although PD-L1 positivity now exhibited a significant association with poorer OS (Fig. [4c](#Fig4){ref-type="fig"}).Fig. 4Forest plots of studies that assessed the association between PD-L1 and survival outcome in all breast carcinoma cells. **a** Disease-free survival. **b** Overall survival. **c** Overall survival without one study (Baptista et al. 2016, reference \[[@CR11]\])

Publication bias {#Sec12}
----------------

The results from Egger's test (*p* \> 0.05) and the appearance of the funnel plot revealed that publication bias existed (Fig. [5](#Fig5){ref-type="fig"}).Fig. 5Egger's test and funnel plot results for all included studies. **a** Overall survival based on all cells (*p* = 0.17). **b** Disease free survival based on all cells (*p* = 0.15)

Discussion {#Sec13}
==========

Previous research has highlighted the importance of the tumor microenvironment, which includes non-tumor cells with non-transformed elements (in close proximity to tumor cells), immune cells (e.g., macrophages and lymphocytes), blood vessel cells, fibroblasts, myofibroblasts, mesenchymal stem cells, adipocytes, and the extracellular matrix. This information has led to the development of immunotherapy as an option for cancer treatment. In this context, PD-1 and PD-L1 play roles in a typical immune pathway, and PD-L1 is expressed in 20--70% of patients with lung cancer \[[@CR4], [@CR21]--[@CR24]\], urinary bladder cancer \[[@CR25]\], malignant melanoma \[[@CR26]\], and ovarian cancer \[[@CR27]\].

Several studies have evaluated PD-L1 expression in patients with breast cancer, although their conflicting results necessitated a meta-analysis. Therefore, the present meta-analysis aimed to evaluate the clinicopathological and prognostic significance of PD-L1 expression in breast cancer. Our results revealed that higher histological grade and lymph node metastasis were associated with higher PD-L1 expression in tumor and immune cells, and that PD-L1 expression in only tumor cells was associated with larger tumor size, higher histological grade, ER negativity, PR negativity, HER-2 negativity, and TNBC. Previous studies have referred to the relationship between higher histological grade, lymph node metastasis, larger tumor size, and PD-L1 positivity as the 'immune escape' phenomenon. In this context, cancer cells often express tumor antigens that are identified by the host immune system, which results in clearance. However, an insufficient immune response reduces the anti-tumor reaction in most cases (the immune escape) \[[@CR1], [@CR16], [@CR28], [@CR29]\]. In breast cancer, Fas-ligand-positive breast cancer cells induce the apoptosis of Fas-positive activated lymphocytes, which also results in immune escape \[[@CR30]\]. Furthermore, activation of the PD-1/PD-L1 pathway lyses activated T-lymphocytes, which protects cancer cells from the host's immune system \[[@CR1], [@CR31]--[@CR33]\]. These relationships could be partially responsible for tumor development and progression, and are consistent with the findings of the present study, which revealed associations of poor prognosis with higher histological grade, lymph node metastasis, and larger tumor size. Furthermore, previous studies have suggested that there is a relationship between PD-L1 and TNBC, as TNBC exhibits increased peri-tumoral infiltration of CD8+ T-cells. This finding indicates that an abnormal immune pathway is involved in TNBC tumorigenesis, which might be related to higher PD-L1 expression in antigen-presenting cells \[[@CR12], [@CR34]\]. In addition, the present study revealed that PD-L1 positivity was associated with established predictors of a poor prognosis: ER negativity, PR negativity, and HER-2 negativity. Therefore, although the underlying mechanism remains elusive, the relationship between PD-L1 positivity and tumor aggressiveness may be related to the immune escape phenomenon. Nevertheless, further studies are needed to evaluate this possibility.

In the present study, PD-L1 expression in tumor or immune cells was associated with poorer DFS. Similarly, Sabatier et al. evaluated the expression of PD-L1 mRNA in 45 breast cancer cell lines and 5454 breast cancer cases \[[@CR1]\], and found that higher PD-L1 mRNA expression was associated with larger tumor size, higher histological grade, ER and PR negativity, HER-2 positivity, high proliferation, and the basal and HER-2 subtypes (known markers of a poor prognosis). These findings suggest that PD-L1-positive cells are more invasive and have an aggressive phenotype, compared to other cells. In contrast, Baptista et al. found that PD-L1 positivity was associated with good OS \[[@CR11]\], although their study included a larger proportion of ER-negative cases, compared to previous studies. Furthermore, previous studies of ER-negative breast cancer with PD-L1 positivity revealed a better survival rate \[[@CR1], [@CR12]\], which may indicate that the conflicting findings of Baptista et al. may be related to their case selection. Moreover, when we re-performed our analysis after excluding the results of Baptista et al., the combined HR for OS was 2.93 (95% CI: 1.69--5.09, *p* \< 0.001) with significant heterogeneity in the included studies (*p* = 0.005, I^2^ = 81%). Thus, it remains possible that PD-L1 positivity is associated with poorer OS (Fig. [4c](#Fig4){ref-type="fig"}).

In PD-L1-positive cancer, targeting PD-L1 may help improve the antitumor immune response, and several recent preclinical and clinical trials have evaluated PD-L1-targeted therapy \[[@CR21]--[@CR23], [@CR25], [@CR35]--[@CR37]\]. For example, two anti-PD-L1 antibodies have been developed: BMS-936559 \[[@CR38]\] and MPDL3280A \[[@CR22], [@CR25]\]. BMS-936559 provided good efficacy in a study of various malignancies \[[@CR38]\], which included tumor regression and the prevention of disease progression in non-small cell lung cancer, melanoma, and renal cell carcinoma. Another study evaluated patients with various advanced incurable cancers, and found that MPDL3280A provided confirmed responses (complete and partial response) in 18% of the patients \[[@CR22]\]. Therefore, it may be important to evaluate PD-L1 expression in tumor cells, and the simplest and most convenient technique is immunohistochemistry using formalin-fixed paraffin-embedded specimens and a monoclonal anti-PD-L1 antibody. The commercially available monoclonal PD-L1 antibody clones are 28-8 \[[@CR39]\], 22C3 \[[@CR40]\], SP142 \[[@CR22], [@CR25]\], and E1L3N \[[@CR41], [@CR42]\]. In the present study, PD-L1 expression in all cells was associated with poorer DFS in breast cancer cases, which further highlights the possible therapeutic value of anti-PD-L1 therapy for breast cancer.

The present study has several strengths and limitations. The first strength is that, to the best of our knowledge, this is the first meta-analysis of PD-L1 expression and prognosis among patients with breast cancer. Second, we only included six studies, although these studies included a large patient population (7877 patients). Nevertheless, our findings should be interpreted with caution, based on their inherent limitations. First, there was strong publication bias among the included studies. This may have been caused by the heterogeneity of clinicopathologic characteristics, such as race, age, molecular genetic entities and tumor size, which resulted in a smaller effect in the meta-analysis. Second, as the clone and the manufacturer of the PD-L1 antibody that was used among the studies were different, this might have affected in different staining patterns and sensitivity. In particular, most studies included in this meta-analysis used rabbit anti-PD-L1 polyclonal antibodies (Abcam, Cambridge, MA). Compared to monoclonal antibodies, polyclonal antibodies have limitations that they could often show unspecific binding, high background staining and lack of reproducibility. Therefore, the difference in antibodies that were used might have influenced in the result of this study. Third, the cell components that were evaluated for PD-L1 staining and the thresholds that were used in the interpretation of PD-L1 positivity were different. Therefore, future studies are needed to prospectively evaluate a large group of patients using a standardized assessment of PD-L1 staining, which may help validate our findings.

Conclusions {#Sec14}
===========

Our meta-analysis revealed that PD-L1 positivity in tumor or immune cells from patients with breast cancer was significantly associated with higher histological grade, lymph node metastasis, and poorer DFS. Therefore, positive PD-L1 expression may be useful for predicting prognosis among patients with breast cancer.
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===============

Additional file 1:The primary characteristics of the included studies. The primary characteristics of the included studies. (XLSX 22 kb)

CI

:   Confidence interval

DFS

:   Disease-free survival

ER

:   Estrogen receptor

HER-2

:   Human epidermal growth factor type 2

HR

:   Hazard ratio

OS

:   Overall survival

PD-1

:   Programmed cell death protein 1

PD-L1

:   Programmed cell death-ligand 1

PR

:   Progesterone receptor

RR

:   Relative risk

TNBC

:   Triple-negative breast cancer

**Electronic supplementary material**

The online version of this article (10.1186/s12885-017-3670-1) contains supplementary material, which is available to authorized users.

None.

Funding {#FPar1}
=======

This study was supported by a grant from the National R&D Program for Cancer Control, Ministry of Health & Welfare, Republic of Korea (1420080) and Basic Science Research Program through the National Research Foundation of Korea (NRF) funded by the Ministry of Science, ICT and Future Planning (2015R1A1A1A05001209). The funder had no role in study design, data collection, analysis, and interpretation, and writing the manuscript.

Availability of the data and materials {#FPar2}
======================================

All data used for the study has been provided in the manuscript or supplied in Additional file [1](#MOESM1){ref-type="media"}. For more information, please contact the corresponding author.

HMK participated in the design of the study, data analysis, interpretation, and writing of the manuscript. JL performed the statistical analysis and interpretation. JSK conceived the study, and participated in its design and coordination and helped to draft the manuscript. All authors contributed to rounds of revisions and critical assessment of the paper content. All authors read and approved the final manuscript.

Ethics approval and consent to participate {#FPar3}
==========================================

Not applicable.

Consent for publication {#FPar4}
=======================

Not applicable.

Competing interests {#FPar5}
===================

The authors declare that they have no competing interests.

Publisher's Note {#FPar6}
================

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.
